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PHILADELPHIA NEUROLOGICAL SOCIETY. 

March 22, 1904. 

The President, Dr. Charles S. Potts, in the Chair. 

Partial Paralysis Limited to the Arms , Pol hiring a Fall upon the 
Head and Back of the Neck. —This patient was exhibited by Dr. J. H. W. 
Rhein. 

Dr. Charles K. Mills thought it was difficult to explain the case 
on the supposition of hemorrhage in the pyramidal tract, because there 
were no symptoms of involvement of the lower limbs. Pie thought 
certain symptoms might, have been due to concussion of the cord. 

Dr. Wm. G. Spiller said that he had had a case similar to that of Dr. 
Rhein’s, but in his case (Dr. Spiller’s) the lower limbs were involved 
for a short time. In this case a hemorrhage or softening in the anterior 
horns of the gray matter of the cervical region of the spinal cord was 
the diagnosis made. He thought it possible that the diagnosis in Dr. 
Rhein’s case was that of hemorrhage or softening in the anterior horns 
and the surrounding gray matter. 

Dr. Dercum thought it was a mistake in cases of this kind to at¬ 
tempt to accurately localize the site of injury. The lesion is frequently 
more or less diffused, being merely accentuated in some regions of the 
cord and less in others. He thought the symptoms could be attributed 
to an injury which had been attended by concussion lesions of the cord, 
and possibly to injuries of the fibrous structures of the spinal column 
and consequent involvement of nerve roots. 

Dr. C. S. Potts stated that he had seen a case of injury to the head 
and neck, in which the symptoms of paralysis of the arms was some¬ 
what similar to that in Dr. Rhein's case, but these symptoms disap¬ 
peared very shortly. He thought the diagnosis in his case was probably 
concussion. 

Dr. Rhein, in closing the discussion of his paper, stated that he 
believed there was a lesion of the lateral columns on account of the 
increased reflexes, the absence of atrophy and electrical changes, to¬ 
gether with the fact that there seemed to be some irritation of these 
columns, as shown in the increased knee-jerk and tendency to clonus 
on one side. He did not believe that the anterior horns were involved. 

Dr. C. W. Burr exhibited a patient for diagnosis who had weakness 
and atrophy of the upper limbs, probably congenital in origin. 

Dr. Dercum thought the case very interesting, and he would make 
his diagnosis either congenital myelopathy or intrauterine poliomyelitis. 

Dr. Sinklcr thought that in the absence of electrical report it was 
impossible to definitely make a diagnosis, but he thought that it might 
be a case of intrauterine poliomyelitis or congenital deficiency of the 
anterior horns. 

Dr. Gordon thought the case was one of congenital poliomyelitis. 
He said there was some analogy with the case, reported recently by 
Drs. Frankcl and Onuf in American Medicine. As Dr. Burr’s patient 
presented some exalted reflex phenomena, there might be an additional 
lateral sclerosis. 

Dr. Spiller remarked that the patient reminded him very much of 
a case reported by Raymond, in which the diagnosis was hemorrhage 
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into the anterior horns of the spinal cord. The symptoms were present 
from birth, but at the autopsy it was shown that the diagnosis made was 
wrong, and that there was a bilateral paralysis of the brachial plexus 
in association with a cerebral lesion. He thought that Dr. Burr’s case 
was one of poliomyelitis or myelitis. 

Dr. McCarthy thought it was not a case of poliomyelitis but that 
the symptoms were due to a malposition in utero, causing pressure on 
the brachial plexus. 

Dr. Rhein said that in the absence of electrical examination it was 
impossible to make a definite diagnosis. 

Dr. Sinkler drew attention to the similarity of some of the symp¬ 
toms in this case to congenital club foot, where the contractions were 
due to poliomyelitis. 

Dr. Eshner, while agreeing that the case most nearly conformed 
with the symptomatology of anterior poliomyelitis, perhaps of intrau¬ 
terine or prenatal origin, suggested that the possibility of muscular 
dystrophy should not be left out of consideration. 

Dr. Burr did not think the condition was due to a malposition in 
utero but as he did not know anything of such conditions it was im¬ 
possible for him to judge. He thought the case was one of poliomye¬ 
litis or agenesis of some of the cells of the anterior horns of the spinal 
•cord, and that it was not an inflammatory condition. He did not 
think there was any case on record of an autopsy of a congenital 
poliomyelitis. He thought that the pathological process must be in the 
cervical region. 

A Microscopical Study of a Spinal Cord which had not been Com¬ 
pressed by Displaced Vertcbrce in a Case of Pott’s Disease— This paper 
was read by Dr. Alfred Gordon. 

Dr. Spiller, in replying to a question of Dr. Gordon’s, regarding 
the resemblance between Raynaud’s bodies and the Pacinian corpuscles, 
said that there was some resemblance, but he was not aware that the 
peculiar multilocular cells were found in the Pacinian corpuscles. 

Dr. Pickett, in discussing Dr. Gordon’s case, said he had studied 
recently two cases of injury to the spinal cord. In one of them the cord 
at the level of the trauma (sixth thoracic segment) showed relatively 
slight change, but did show extensive secondary degenerations by the 
Mar chi method both above and below. 

In one of Hoche’s classic cases of secondary degeneration in Pott’s 
disease, it had been impossible for von Recklinghausen, who performed 
the autopsy, to determine the level of compression of the cord by naked 
eye examination, yet the tract degenerations were found to be extreme. 

It must be remembered that compression and its consequences may 
occur without local destruction of the cord. 

Dr. Gordon drew attention to the comparative rarity of cases of 
Pott’s disease where the spinal cord is free in the spinal canal, and still 
the pathological changes in the cord are very marked. 

A Case of Myasthenia Gravis and a Case with Symptoms of Grave 
Hysteria and Bulbar Involvement. —These were reported by Dr. Charles 
K. Mills. 

Dr. Burr thought that Dr. Mills’ discussion was interesting, and 
that there was a possible confusion in the diagnosis between myasthenia 
gravis and hysteria. He remembered one case he had in which the 
fields of vision were reversed, and also another case of hysteria where 
there were some bulbar symptoms. 

Dr. McCarthy remembered a case which he reported with Dr. 
Burr where the symptoms of myasthenia gravis developed after a kick, 
which was followed by a miscarriage. 
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Dr. Riesman, discussing Dr. Mills’s case, said that last year he had 
reported to the society a case of myasthenia, and at that time had 
-advanced a hypothesis that he desired to recall to the members. The 
case reported was that of a physician in the western part of this State, 
who, without any adequate cause, had become profoundly prostrated, 
so that he could hardly lift his limbs. When on his back he found the 
greatest difficulty in turning on his side; and when, on one occasion, 
a pillow fell upon his face, he nearly suffocated before he could toss 
it away. There was no true paralysis of the limbs, and the physicians 
in attendance had made the diagnosis of neurasthenia. During the 
course of the affection a facial paralysis developed, but did not last 
long. The duration of the acute attack was about ten days, but the 
muscular weakness persisted for many weeks. 

In making a report of the case the speaker had drawn attention to 
a certain analogy between it and cases of Addison’s disease. One of 
the most characteristic symptoms of the latter affection was great 
muscular asthenia, a symptom also present in the experimental animals 
in which the suprarenal glands had been ablated. The muscular weak¬ 
ness was due either to the absence of the essential secretion furnished 
by the healthy adrenal, or to the accumulation of metabolic poisons 
that it was the function of the adrenal to destroy. It was possible to 
conceive of a functional inadequacy of the adrenal that might tem¬ 
porarily produce phenomena analogous to those following extirpation 
or destruction of the glands by disease. 

Dr. Riesman offered the hypothesis that there might be cases of 
myasthenia due to functional inadequacy of the adrenal, only tentatively; 
for he himself realized that he had not very much ground to stand upon. 
He thought, however, that it might be made the basis of therapeutic 
action. 

Two Fatal Cases of Landry's Paralysis with Autopsy Findings in One 
of Them .—This paper was read for Dr. Theodore Diller. 

Dr. Mills thought the cases could be designated as cases of multiple 
■neuritis. 


April 26, 1904. 

The President, Dr. Charles S. Potts, in the Chair. 

The Relation of the Fifth Nerve to the Argyll-Robertson Pupil. —This 
paper was read by Dr. William Pickett. He offered a new hypothesis, 
namely, that the light reflex being accomplished through the optic and 
oculomotor nerves, the movement of the iris in accommodation and 
convergence may depend on the integrity of the trigeminal and oculo¬ 
motor nerves, and thus be independent of the optic nerve, the trigeminal 
conveying a sense of position of the eye-balls to the oculomotor nucleus, 
perhaps through the posterior longitudinal bundle. 

The fifth nerve is not often degenerated in tabes, and in this way 
the Argyll-Roberts on phenomenon could be explained. 

Dr. Pickett had undertaken to test this hypothesis by studying the 
Iris-movements in five cases in which Dr. W. W. Keen had removed the 
'Gasserian ganglion. The results were equivocal; perhaps because 
there was return of sensation in the fifth nerve distribution, the opera¬ 
tion having been done years (from 7 to 12) ago. In a recent case of Dr. 
Charles H. Frazier’s, now under Dr. de Schweinitz’s care, a severe 
keratitis vitiated the result. 

Dr. Spiller commented on a few of the points brought out in Dr. 
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Pickett’s paper. In regard to the fibers transmitting the pupillary reflex 
he thought there were so many fibers in the neighborhood of the cor¬ 
pora quadrigemina that might convey the pupillary reflex that we cannot 
at present limit this reflex to any one bundle. It would be difficult to 
trace degenerations in the fibers conveying this reflex by the hema¬ 
toxylin method of Weigert, on account of the mass of fibers in that 
region. He did not think degeneration could be traced even by the Marchi 
method. 

He thought the point Dr. Pickett raised in regard to the pupillary 
reflex depending upon muscular sense was a new and very ingenious 
idea, but would have to be worked out more thoroughly. 

Dr. Pickett, in closing the discussion of his paper, stated that he 
had forgotten to mention the sense of weight. He also remarked that 
a fourth set of fibers is sometimes connected with the name of Meynert 
—the optic radiations. 

A Case of Rhizomelic Spondylosis t. BcchtcrciCs Type. —This case 
was exhibited by Dr. D. J. McCarthy. He stated that the case was an 
example of what might be called a purely clinical type of rhizomelic 
spondylosis of von Beeliterew’s type. The patient had had tuberculosis, 
and afterwards developed rheumatism, or rheumatoid arthritis, affecting 
the spine. He had had some pain and swelling in the knees but no 
evidence of it now exists. He thought the affection of the chest was 
probably due to a spinal condition and not to lung involvement, which 
was comparatively slight. 

Dr. Gordon said that as von Bechterew’s type has a distinct his¬ 
tory of trauma and heredity, he did not see how Dr. McCarthy could 
designate his case one of the von Bechterew’s type. He stated that while 
one case may be of the von Bcchterew type, nine other cases may be 
of mixed types. 

Dr. McCarthy, in closing the discussion on his case, stated that he 
did not show it as one of the von Bechterew type, but as a case of 
rheumatoid arthritis, and that if rheumatoid arthritis can cause symp¬ 
toms similar to a case of the von Bechterew type he saw no use of 
describing a von Bechterew type. 

A Case of Tremor. —This was exhibited by Dr. Gittings. A negro, 
40 years of age, employed in a cocoa factory, had worked at a machine 
which- subjected his body to constant marked vibration, especially the 
left hand and arm. He had been thus employed for four years. His 
family history was negative, and he had had no previous illness, no 
specific history and no alcoholic history. He had used tobacco in modera¬ 
tion. About a year ago he noticed a tremor of the lips and limbs, which 
has continued since. He has no sensory disturbances. His general 
health is good. During the last few weeks the tremors have increased, 
and h*e now has great difficulty in using his hands. At times during the 
last few months he has had vertigo. Upon examination he appears 
well nourished, and his muscles are well developed. There is absence 
of wasting, although the left limbs are smaller than they should be in a 
right-handed person. The pupils react sluggishly in accommodation, 
and not at all to light. He has a coarse tremor of the lips while speak¬ 
ing. The lips are quiet in repose except when the patient is excited. 
The tongue protrudes straight. The speech is slow, but he does not 
know whether it is changed. The right arm is quiet in repose, but there 
is a slight, coarse tremor when he is using it. In the left hand and arm 
this tremor is more easily provoked and is more marked. His gait is 
slower than normal. He throws the left limb slightly. The patellar 
reflex is slightly increased in the right leg, and distinctly so in the left. 
His station is impaired. Co-ordination is impaired, and more in. the 
left arm and leg. Muscular power in arms and legs seems unimpaired. 
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He has difficulty sometimes in beginning micturition. The bowels are 
slightly constipated. He has lost the power of erection. 

The most interesting point in this case is the occupation to which 
the man has been subjected. The tremor is less now than it was ten 
days ago when he stopped work. Dr. Gittings wished to have the 
opinion of the Society as to the diagnosis, and as to the possible effect 
of the occupation as an etiological factor. 

Dr. Spiller was unwilling to make a diagnosis from a hurried ex¬ 
amination of the patient. He thought the man’s occupation had an 
important bearing upon his symptoms. In view of the fact that the 
man had been employed for four years at a machine which caused a 
constant vibration of his body, he thought the tremor might be an 
occupation tremor. He also stated that in his brief examination of the 
case he had not obtained the ankle clonus or Babinski reflex. 

Dr. Gittings. in closing the discussion of his case, stated that he 
had nothing further to add except that in his examination of the case, 
prior to exhibiting it, ankle clonus had been slight but unmistakable. 
The Babinski reflex he had been in doubt about, but Dr. Judson, 
who saw the case with him, thought there was a slow extension. 

A Case of Dislocation of the Atlas as Shown. by a Skiagram, Causing 
Paralysis of the Left Arm and the Syringomyelic Dissociation _ Symptom 
on the Opposite Side. —Dr. James Hendrie Lloyd exhibited this patient. 

Dr. Spiller stated that in regard to the symptoms existing in the 
right arm, and therefore a portion of the spinal cord at a distance 
from the dislocation being involved, he had had a case which throws 
some light upon Dr. Lloyd’s case. His patient received a severe injury, 
and because of the paralytic symptoms in the upper limbs he placed the 
site of spinal cord injury in the spinal centers controlling the upper 
limbs. The patient lived several weeks. At the post-mortem examination 
the lesion was found higher than was first supposed. Ihe man had a 
traumatic myelitis several segments above the area supposed to be 
affected, but lower in the cervical region nerve cells of the anterior 
horns were found degenerated. Dr. Spiller thought it was very likely 
that in Dr. Lloyd’s case there had been an alteration of the nerve cells 
at a distance of several segments from the seat of dislocation of the 
vertebrae. 

Some Observations on the Sensory Segmental Area of the Umbilicus. 
—This paper was read by Dr. W. G. Spiller and Dr. T. H. Weisenburg. 

A Pathological Study of Six Cases of Paralysis Agitans.—' This paper 
was read by Dr. W. G. Spiller and Dr. C. D. Camp. 

Transition of Obsessions to Delusions, with Report of Three Cases. 
This paper was read by Dr. Alfred Gordon. 

Dr. Lloyd thought the paper very interesting, and said the Society 
did not often hear papers containing such careful psychological analyses. 
He differed slightly with Dr. Gordon as to the relationship of obses¬ 
sions to delusions. He thought obsessions were not so nearly allied to 
delusions as to hallucinations. Just as an hallucination is primarily 
a sensory affection, so is an obsession a motor phenomenon an im¬ 
pulse. It is, therefore, a question whether an obsession can ever pass 
into a delusion; although, doubtless, it can promote or confirm de¬ 
lusions. just as an hallucination may do. _ The man who had an 
obsession to be constantly praying, did, in his attempts to analyse the 
thing and to bring relief to his mind, gradually build up a delusion, 
but it could hardly be said that the obsession was changed into the 
delusion. It was merely the exciting cause of the delusion. 

Dr. Pickett stated that Dr. Mills regards obsessions as rudimentary 
paranoias, while Dr. Dercum adheres to the teaching that they are 
neuropathic neurasthenic affections. The frequent association of obses¬ 
sions and hallucinations had been noted some years ago by Crainer, 
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Klinke and others. They seem, as Dr. Lloyd suggests, alike in their 
nature. Although this idea of the transition of obsessions into delusions 
is accepted by many, he doubted very much whether there is a true 
psychological progress from the one to the other. Obsessions are 
prominent in dementia praecox, but he had not observed any particular 
relationship of them to the delusions in this disease. 

Dr. Gordon, in closing the discussion on his paper, said that the 
object of this essay was to show that an obsession may sometimes 
become a delusion, and this happens when the patient ceases to analyze 
the obsession. He did not see how this could be considered otherwise 
than a transition from an obsession to a delusion, as the delusions in his 
cases were the direct derivatives of the obsessions. He stated that he 
had also noted, like Dr. Pickett, obsessions in dementia praecox, para¬ 
noias, melancholia, etc., and that it practically goes to show that many 
patients suffering with mental disorders have previous histories of neu¬ 
ropathic attacks. Transformation of obsessions into delusions were 
observed by others, and Dr. Gordon’s object was to put on record new 
cases of this interesting occurrence. 

Two Cases of Transitory Severe Myokymia and Myotonia. —These 
were reported by Dr. David L. Edsall. 



